HEALTH SYSTEM LEADERSHIP/ GOVERNANCE AND HEALTH CARE FINANCING Health System
Since 1961, it has been mandatory for Japanese people to have public health insurance (known as "Kokumin Kaihoken"), which covers medical expenses for everyone. This health insurance system enables Japanese people to consult medical doctors without cost concerns. Health insurance resources cover 48.6% of national medical expenses; the remainder are covered by public resources (37.5%) and patients' payments (13.9%) 6 (Appendix 1*). The Japanese universal health insurance system allows choice of medical institution; provides high-quality, low-cost medical services; and uses a public subsidy to maintain universal coverage. 6 Japanese patients pay only a certain percentage of medical expenses to hospitals, clinics, and pharmacies. Most patients pay 30% of their medical expenses, those under 7 years of age or between 70 and 74 years pay 20%, and those older than 74 years pay only 10%. In cases of extremely high medical expenses (e.g., for long-term hospitalization or innovative therapies), monthly costs are capped by patient age and income. An overview of the medical service regimen is shown in Figure 1 . 6 Japan's universal health insurance, in conjunction with the current social insurance system, ensures the health and well-being of the country's citizens. 6 This universal health insurance system has allowed Japan to realize the world's highest life expectancy and the highest level of health care standards. The universal system is made up of 2 main types of insurance: Employees' Health Insurance, whereby employees of companies and organizations pay income-based premiums; and National Health Insurance, for people who are ineligible for an employment-based program. The National Health Insurance system has 3 types of premiums, based on annual income (details shown in Appendix 2). 6 
Health Expenditures
Trends in national health expenditure up to 2013 indicate that national medical expenditure increased yearly by almost 1 trillion yen (Appendix 3). National medical expenditure relative to gross national income increased to 11.2% in 2012, and national medical expenditure relative to gross domestic product (GDP) reached 10.3% in 2012. 3 With the population aging at an unprecedented rate, it is becoming difficult to maintain the current health insurance system. In the near future, Japan will require revision of the welfare system (including health insurance) and development of a suitable taxation system, if the country is to be financially sustainable.
In fiscal year 2012, pharmacy dispensing accounted for 17.1% of Japan's health expenditures, and drugs accounted for 22.5% of costs in medical institutions ( Figure 2 ). 3 The Organisation for Economic Co-operation and Development (OECD) Health Statistics Report for 2015 showed that health expenditures were expanding at a higher rate in Japan *All appendices for this article are available from www.cjhponline.ca/index.php/cjhp/issue/view/121/showToc. than in other OECD countries, dependent, at least in part, upon huge increases in drug expenditures. Since the world economic crisis in 2009, public drug expenditure has been expanding by 5% annually in Japan, while declining in other OECD countries. Currently, average drug expenditure per capita in Japan is the second highest in the world, after the United States, and is 45% higher than the mean of all OECD countries. Drug expenditure relative to GDP is 2.1% in Japan, the third highest in the world, after Greece and Hungary, and 50% higher than the OECD mean of 1.4%. 7 The use of generic drugs in Japan is extremely low, less than half the OECD mean; therefore, it has been suggested that drug expenditures could be reduced by increasing the use of generic drugs. The Japanese Ministry of Health, Labour and Welfare launched a "promotion program for safe use of generic drugs" in 2007, which generated goals for a stable supply, quality assurance, and drug information system for generic drugs, and created a road map for the government and generic drug manufacturers to solve these problems. 8 Current data (as of September 2015) show that generic drugs now constitute 56.2% of all prescription drugs. The national goal is for generic drug use to reach 70% in 2017 and 80% between 2018 and 2020, 9 through aggressive promotion of this practice.
HEALTH INFORMATION AND RESEARCH

Population Trends
In 2014, elderly people (age ≥ 65 years) accounted for 26.0% (more than one-quarter) of the population, an increase from 23.0% in 2013. Because of declining birth rates, it is anticipated that elderly people will account for 39.9% (or 4 in 10) of the population by 2060 (Figure 3) . 4 The total fertility rate has decreased from more than 4.3 in the first-generation baby boom (i.e., 1947-1949 ) to 1.42 in 2014. 5 Fetal and perinatal deaths continue to decline (Appendices 4 and 5).
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Life Expectancies
In 1947, for the first time after World War II, life expectancy in Japan exceeded 50 years for both men and women. Since then, life expectancy has increased steadily (except in 2011, when the Great East Japan earthquake occurred) (Appendix 6). 11 In 2014, life expectancy was 80.50 years for males and 86.83 years for females. Among men, life expectancy is increased by 0.07 year with malignant neoplasm and 0.05 year with pneumonia, relative to the life expectancy of the last year, whereas for women, it is increased by 0.06 year with both heart disease and cerebrovascular disease (Appendix 7).
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Mortality
In 2015, Japan's Ministry of Health, Labour and Welfare announced that cancer, heart disease, and pneumonia were the top 3 causes of death in Japan, accounting for 28.7%, 15.2%, and 9.4% of total deaths, respectively ( Figure 4) . 13 Trends in cause-specific death rates from 1947 to 2015 are shown in Figure 5 .
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Although crude mortality rates for cancer, heart disease, and pneumonia appear to have increased recently, a decreasing trend is evident after adjustment for age (Appendix 8) , 10 which indicates that the increase in crude mortality rate may be age-related.
HEALTH WORKFORCE Educational Requirements
Rapid progress in medical technology and the development of new pharmaceuticals are leading to changes in the education and training of pharmacists and pharmaceutical researchers. Not only are these health care professionals required to develop advanced expertise and cope with rapidly expanding information and globalization, but they must also have humanity, common sense, high ethical standards, and good problemsolving skills. In response to these pressing needs, it was determined that pharmacy schools should provide a 6-year program, instead of the former 4-year program. Accordingly, since 2006, 2 different programs have been available in pharmacy schools: a 6-year program to educate pharmacists and a 4-year program to educate pharmaceutical scientists for drug development.
14 Students enter pharmacy school after graduation from high school, at about age 18, which is equivalent to the age of students in Canadian grade 12. All students must pass an entrance examination set by the specific pharmacy school, and students who want to enroll in national and public pharmacy schools must also pass the National Center Test for University Admissions. Currently, there are 73 pharmacy schools in Japan (with a total enrolment of 11 550 students per year): 14 national schools, 3 schools managed by local governments, and 56 private schools. All 73 schools offer the 6-year program, and 30 schools also offer the 4-year program (14 national, 3 local government-managed, and 13 private schools, with total enrolment of 1489 students per year).
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Upon graduation from a 6-year program, students receive a bachelor-level pharmacy degree, not a doctorate-level degree. Since 2003, as many as 29 pharmacy schools have been newly established in Japan; therefore, new problems related to deteriorating quality of students have arisen, with some new pharmacy schools unable to accept sufficient numbers of qualified students.
The educational programs at the pharmaceutical schools consist of liberal arts and basic and advanced pharmacopedics (scientific study of drugs and medicinal preparations). The schools are continuously upgrading the quality of their courses in pharmacopedics. Students learn about a broad range of topics, including diseases, body systems, pharmacology, pharmacokinetics, pharmacotherapy, and patient communication. In addition, the knowledge-heavy curriculum of the past is evolving toward a more integrated curriculum that incorporates "skill and attitude" elements. The Conference for Studying the Pharmacopedical Curriculum was therefore inaugurated in 2001, with sponsorship from the Pharmaceutical Society of Japan. In April 2002, the draft of a new model curriculum was presented to all pharmaceutical schools and key organizations for input. The Conference then prepared the Model Core Curriculum for Pharmaceutical Education and the Practical On-site Training and Graduation Training Curriculum.
The Model Core Curriculum for Pharmaceutical Education (67 units) consists of humanism, an introduction to pharmacopedics, and specialized pharmacopedics (in the areas of physics-oriented pharmaceutical science, chemistry-oriented pharmaceutical science, biology-oriented pharmaceutical science, health and environment, drug and disease, pharmaceutical manufacturing, and pharmaceutical science and society). The Practical On-site Training and Graduation Training Curriculum (14 units) includes practical on-site training and final training before graduation. 16 Students also learn about Kampo (Japan's traditional herbal medicine), including its history, philosophy, herbal formulas, and mechanisms of action.
The basic principles of the Model Curriculum are (1) to educate students to become pharmacists and pharmaceutical researchers who meet the needs of society, (2) to let students specify their learning targets by themselves, (3) to objectively evaluate students' progress, (4) to balance both basic and clinical pharmacopedical subjects, and (5) to provide more practical courses in both on-site and final training. The Core Curriculum has adopted plain language to make it more readily understandable, has integrated related areas into easy-to-follow courses, and has achieved a balance between knowledge versus skills and attitudes. 16 Each school with the 6-year program follows a curriculum based on the Model Core Curriculum for Pharmaceutical Education, with the addition of unique components specific to the school and the use of suitable teaching methods to meet This single copy is for your personal, non-commercial use only. For permission to reprint multiple copies or to order presentation-ready copies for distribution, contact CJHP at cjhpedit@cshp.ca educational goals and assess achievement levels. 17 In their fourth year, students must pass standardized national examinations: a computer-based test for knowledge and an objective structured clinical examination for practical skills, to confirm that they have sufficient knowledge and skills for pharmacy practice. The test standards of both examinations are based upon the Model Core Curriculum for Pharmaceutical Education. In the fifth year, students who have passed these national exams participate in experiential pharmacy practice training at hospitals and community pharmacies for 2.5 months each. 16 Finally, after graduation from the 6-year program, students must pass a national licensing examination to become a pharmacist.
Residency Training Program
Residency training programs for pharmacists have recently been established in Japan. Unlike the situation in the United States and Canada, these residency training programs are not officially approved and are managed by individual institutions. The number of hospitals providing residency training programs has increased from fewer than 10 in 2011, before graduation of the first students in the 6-year pharmacy curriculum (which was established in 2006), to 23 in 2012 and 35 in 2013. Most of the hospitals with residency training programs are located in large cities, such as Tokyo and Osaka; the size of these hospitals ranges from fewer than 200 beds to more than 1000 beds, including university hospitals (Appendix 9). 18 Residency training programs are usually 1 or 2 years long and are similar in organization and scope to residency training programs in the United States and Canada. Some institutions offer stepwise programs (similar to postgraduate years 1 and 2 in the United States), with general knowledge and practical skills for the first year and advanced clinical pharmacy for the second year. At most of the hospitals offering residency programs, the budget designated for part-time pharmacists is utilized for pharmacy residents, and most of the residents receive salaries and benefits similar to those of part-time pharmacists. Current problems of the residency programs include quality assurance, necessity of program approval by a third party (such as a professional society), and budget constraints. Further discussions appear to be needed if residency training programs are to be maintained.
Specialization and Credentialing of Pharmacists
Pharmacy practice has become specialized according to the development and innovation of medicine and pharmaceutical sciences. Therefore, pharmacists are now required to have specialized knowledge, advanced skills, and a range of experience. To test these requirements, a variety of board certification systems have been established, as approved by universities, health care organizations, and associations related to pharmaceutical sciences. As of June 30, 2016, a total of 43 868 board-certified pharmacists had been approved by the Japan Pharmacists Education Center, 19 and 1351 boardcertified pharmacists had been approved by the Japanese Society of Pharmaceutical Health Care and Sciences. 20 In April 2015, the Japanese Society of Hospital Pharmacists established a new board certificate system, 21 whereby pharmacists are required to have broad knowledge and experience (quantified as mandatory and elective units) in the pharmacy and at the bedside, for the following 5 areas: medical ethics and legal compliance, expand capability to basic practice, building a team-based medical practice, implementation of risk management, and the practice of pharmaceutical care. 21 Generally, units are earned by participation in seminars (1 unit per 90 minutes) or through relevant e-learning; the seminars and e-learning are provided, organized, co-organized, or approved by the Japanese Society of Hospital Pharmacists. A pharmacist must earn 50 units over 3 years (with at least 10 units in each year) to be approved as a board-certified pharmacist.
This board certification requires, in each specialized area, experience in pharmacy practice, training for certain periods in hospitals where board-certified pharmacist specialists are teaching, development of advanced knowledge and skills after participation in seminars in a specialized area, and a passing mark on the examination for board-certified pharmacist specialists. Subsequently, the applicant's research work in a specialized area is evaluated and approved. Board certification must be reapproved every 5 years. As of 2016, the most common areas for board-certified pharmacy specialists in Japan are infectious diseases (4253 pharmacists) and oncology (989 pharmacists) (Appendix 10).
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Scope of Practice and Prescribing Rights of Pharmacists
In Japanese law, the Pharmacists' Act regulates pharmacists' roles. This legislation states that "a pharmacist is to contribute to the improvement and promotion of public health by administering the dispensing of medicine, supply of medicine and other pharmaceutical health and sanitation services, thereby ensuring the healthy living of citizens". 24 In Japan, only medical doctors, dentists, and veterinarians have prescribing rights; pharmacists and other health care practitioners are not allowed to prescribe. Furthermore, drugs cannot be refilled in pharmacies; instead, patients must consult medical doctors and receive a new prescription every time they need a medication. Long-term prescriptions can be obtained for all medications except narcotics, psychotropic drugs, and new drugs (those within 1 year of their launch).
HEALTH SERVICE DELIVERY Medical Professionals
The numbers of pharmacists, doctors, and nurses are increasing every year ( Figure 6 , Appendices 11-13). As of December 31, 2012 , there were 280 052 pharmacists, 303 268 doctors, and 1 571 600 nurses in Japan. 
Hospital Practice
The paragraphs below present an overview of the typical duties of pharmacists in the hospital setting in Japan.
Dispensing (oral medicines, injections) : Pharmacists confirm the content of doctors' prescriptions and follow up with the prescriber if there are any problems. The pharmacist then correctly prepares the drug, with consideration of formulation, dosage, and route of administration as indicated by the prescription. If needed, the pharmacist simplifies dosage by using a tablet-packaging machine to make individual dose packages. A second pharmacist checks the prescription once it is prepared.
Pharmaceutical manufacturing in the hospital: Pharmaceutical manufacturing refers to the preparation of medications by hospital pharmacists, for use exclusively in the same hospital. This process is necessary when drugs that are currently available on the market are not effective or usable in the available formulation. In this situation, medications must be prepared according to the pharmaceutical needs of each patient. Approval must first be given by the specific hospital's institutional review board committees. Drugs are then prepared according to the "Guidelines for Pharmaceutical Manufacturing in the Hospital and Use within the Hospital" 25 of the Japanese Society of Hospital Pharmacists. Preparation quality must be confirmed in the same way as for drugs directly available on the market, with attention to efficacy, safety, and stability. Before the drug is used, the patient must give informed consent.
Compounded sterile preparations: The hospital pharmacy provides sterile rooms, clean benches, and safety cabinets for aseptic preparation of IV total parenteral nutrition, chemotherapeutic agents, and other products.
Management of pharmaceutical information:
To use pharmaceutical agents appropriately and safely, pharmacists collect and evaluate data about routes of administration, dosages, adverse effects, drug interactions, and other aspects of medical therapy. Pharmacists then manage this information and provide it to other health care professionals or patients as necessary.
Clinical trials: Clinical trials of new drugs are conducted in accordance with the "Ministerial Ordinance on Good Clinical Practice for Drugs (GCP)" 26 and with the Pharmaceutical Affairs Law. As members of the medical teams responsible for conducting these trials, pharmacists are expected to assist doctors who have expertise in the field of the trial, in addition to storing and managing all trial drugs according to the trial protocol. The clinical research coordinators who assist doctors and patients in the course of clinical trials are usually hospital-employed pharmacists and/or pharmacists working for site management organizations.
Participation in multidisciplinary teams: Team-based medicine is driven by the desire to respect each patient's unique perspective and to maintain or improve quality of life for both ambulatory patients and inpatients through collaborations among a variety of health care professionals, combining specialized skills from different professions. Pharmacists play important roles in every multidisciplinary team. Currently, hospitals have teams working on palliative care, control of infectious diseases, nutritional support, and prevention of bedsores.
Clinical pharmacy services: Through the 1970s, the chief tasks of the hospital pharmacist were focused in the dispensary. However, since 1988, pharmacists' jobs have moved from the pharmacy to the wards. At that time, medical facilities with more than 300 beds, a medication information room, and 2 drug information pharmacists (involved in the management of pharmaceutical information, as described above) were eligible to implement a reimbursement system for pharmacists for certain services-providing drug information to doctors or nurses, assisting with drug administration, preparing injectable drugs-on a "per inpatient per month" basis. In 1994, a new system of fees for inpatient drug management guidance was started, without the requirement for specific bed numbers; the main requirement was the presence of 2 full-time pharmacists, with one of these pharmacists working in drug information. In addition, medical remuneration points were increased, and the relevant tasks became critical parts of a hospital pharmacist's duties.
Tasks related to inpatient drug management guidance include interviews with hospitalized patients to confirm their current medication use, use of over-the-counter drugs, supplements, or health foods, and checks for drug-drug interactions in reference works. Pharmacists also check for a history of allergies and adverse effects. Before drug administration, pharmacists review the patient's illness, age, body weight, and renal and hepatic function to confirm that the dosage, rate of administration, and potential for drug interactions are appropriate. Pharmacists have a legal obligation to educate patients about how to take the drugs, as well as their effects and possible adverse effects. After the drugs are administered, pharmacists monitor effects and adverse effects through direct interaction with patients, sharing of information with other medical professionals, and, when necessary, provision of suggestions for further prescriptions. Pharmacists also instruct patients on how to continue taking their medications after discharge, in accordance with individual lifestyle.
Pharmaceutical care by ward pharmacists: Currently, the tasks of hospital pharmacists focus on the clinical pharmacy services described in the previous section. However, the tasks of hospital pharmacist teams and pharmacists working in hospital wards have recently been recognized, which resulted in the introduction of "ward pharmacist implementation addition fees" in 2012. New facility regulations include allowances for dedicated pharmacists for each ward (20 Because the profession of pharmacy technician does not exist in Japan, pharmacists are responsible for such varied tasks as drug dispensing and sterile preparation of IV total parenteral nutrition and chemotherapeutic agents. The tasks required of pharmacists keep expanding, and personnel numbers are often insufficient. To provide all necessary services sufficiently, the practical problems to be solved include recruitment of additional pharmacists.
Community Pharmacy Practice
Pharmacists working in community pharmacies mainly perform drug dispensing and clinical pharmacy services (as described above). They also manage patients' drug administration history, including information about adverse effects. The medical remuneration points system was revised in 2016 and now includes newly established personal pharmacist guidance fees.
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The provision, by specialized pharmacists, of centralized drug management services for patients helps to prevent overprescription, duplication, and low patient adherence, thus contributing to drug safety, efficiency, and optimal medical expenses. It is also possible for patients to choose their own reliable pharmacists, called "primary care pharmacists", who integrate and manage drug information and give appropriate advice and suggestions, if needed, at any time (24 h/day), even if the pharmacy is closed.
The primary care pharmacists also work with the prescribing doctor, monitoring both drug administration and changes in the patient's health status, and consulting with the physician if needed. In addition, pharmacists visit patients' homes to manage drugs as required. As the elderly population increases, pharmacists in community pharmacies will participate more in patients' home care, visiting them in their personal residences or senior care facilities. In either case, pharmacists will dispense medications and offer guidance in drug administration after a drug has been prescribed by a physician. In the home setting, it is important for pharmacists to support patients' mental and physical activities, as well as the families who take care of patients.
Use of Electronic Medical/Health Records
The use of electronic medical record systems is on the rise in Japan, particularly in hospitals with large numbers of beds (Appendix 14). The overall rate of electronic medical record use among hospitals was 34.2% in 2016. In larger hospitals (those with 400 or more beds [550 facilities]), the rate was as high as 77.5%. In medium-size hospitals (those with 200-400 beds [682 facilities]) the rate has been as low as 50.9%. In small hospitals (those with fewer than 200 beds [1310 facilities]), the rate has been 24.4%, and in general clinics (35 178 facilities), the rate has been 35.0%. The use of electronic medical record systems is expected to increase further among smaller hospitals and clinics (Appendix 15). 29, 30 To improve communication and interactions with local health care providers, community care systems, and home care health systems, increased use of electronic medical record systems is expected in the future. To create a society where patients can access high-quality medical care in comfortable and familiar regional settings near their hometowns, it is critical that local medical institutions be able to share patients' medical information without hindrance.
By building networks that utilize information and communications technology, the Ministry of Health, Labour, and Welfare is facilitating effective information-sharing and is allowing local medical facilities to provide high-quality care. In particular, the ministry is putting in place guidelines for the safe management of medical information and is promoting medical data standardization to make information-sharing among facilities more seamless. It may become possible for community pharmacies to link their patients' records to hospital medical records in the near future.
ACCESS TO MEDICAL PRODUCTS, VACCINES, AND TECHNOLOGY
Approval System for Drugs
The classification of investigations for approval of drugs and other products is shown in Appendix 16. 3 Determination of the quality, efficacy, and safety of new drugs requires an especially careful review. This review is conducted by a government advisory council composed of experts in medical, pharmaceutical, veterinary, and statistical sciences whose deliberations are based on data from basic and clinical studies. Good laboratory practices for the implementation of animal testing (to determine the toxicity of medications), among other nonclinical tests, and good clinical practices for the implementation of clinical tests are set forth by ministerial ordinances and are regulated to ensure appropriate testing (Appendix 17).
Prescription Drugs
The Japanese Pharmacopoeia regulates the properties and quality of drugs. It is published by the Minister of Health, Labour and Welfare after hearing the opinion of the expert advisory council. Items selected for inclusion must be important to health care, according to need for the drug in medical practice, wide application, and experience of use. Since it was first published in June 1886, the Japanese Pharmacopoeia has been revised many times, with the latest (17th) edition coming into effect on April 1, 2016, with a total of 1962 drug entries.
31
Drug Distribution Systems
Only pharmaceuticals whose manufacture and sale have been approved by the government and that are listed in the Japanese Pharmacopoeia may be distributed.
Most prescription drugs and about half of the over-thecounter drugs are manufactured by pharmaceutical companies and then purchased by wholesalers who distribute them to individual medical institutions and pharmacies. Prescription drugs represent an 8.4 trillion yen market, and 97% of these products are purchased and distributed by wholesalers (2012 data). 32 Health insurance pharmacies are dispensing community pharmacies that have a special insurance designation and can thus fill prescriptions using the public insurance system. Non-insurance pharmacies can sell over-the-counter drugs and dispense medicine, but their activities are not covered under health insurance.
Pharmaceutical wholesalers distribute more than 10 000 types of prescription drugs through a so-called "capillary distribution network", supplying these items rapidly and reliably to about 230 000 hospitals, clinics, dental clinics, insurance pharmacies, and other facilities. As a result, this system maintains a service structure that enables patients at medical facilities all over the country to receive the same level of medical care. The successful distribution of necessary medical supplies in times of major disaster or emergency, such as the 2011 Great East Japan earthquake, demonstrates the resilience of the system. Pharmaceutical wholesalers also carry out additional functions, such as recalling defective products and gathering and disseminating opinions and information about adverse effects and other drug-related issues. 32 Prescription drug prices are determined by the National Health Insurance Drug Price Standard, which also defines the scope of medical supplies that can be prescribed by physicians within the public health insurance system and the insurance billing price for prescribed items. There are currently about 16 000 entries in the drug price standard for prescription drugs, recognized officially by the Ministry of Health, Labour and Welfare, which can be used for health care services performed under health insurance at medical facilities.
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Regular Vaccination
Diseases and persons subject to vaccination through the Preventable Disease Monitoring System in Japan are shown in Appendix 18. 3 Mortality and morbidity for vaccine-preventable diseases are relatively high in Japan compared with Western countries.
For example, 300 000 people had measles during the 2001 pandemic, and there were about 80 deaths. 34, 35 The reason appears to be a low rate of vaccine use because of problems with the current vaccine system. The safety of vaccines remains poorly recognized, relative to the situation in Europe and the United States. One event that may have raised concerns about vaccine safety was occurrence of meningitis as an adverse effect of a 3-antigen mixture vaccine that was administered from 1989 to 1993; this adverse effect resulted in discontinuation of the 3-antigen mixture in 1994, after which the vaccine was administered separately for each antigen. Vaccines for hepatitis B, mumps, and varicella, which are widely administered free of charge in most developed countries, have not yet become popular in Japan. 36 There has been some recent progress in vaccine use and outcomes. In 2015, the WHO Western Pacific Regional Office reported that measles had been eliminated from Japan. 37 Since October 2014, the pneumococcal vaccine has been administered routinely in the elderly population. 38 In addition, varicella vaccine has been regularly administered to infants. 39 The Japanese government is currently discussing whether hepatitis B vaccine should be regularly given to infants. 40 Vaccine-related problems that need to be solved in the future include making hepatitis B, mumps, and varicella vaccines, which are standard around the world, free of charge; establishing systems to provide information about the safety and adverse effects of vaccines; and extensively educating medical staff and the public.
FUTURE DIRECTIONS
Demographic aging and a low birth rate are proceeding with unexpected acceleration. Therefore, it has become difficult to maintain a sustainable and stable medical welfare system. In the future, changes will be needed for the medical welfare system and the taxation system that financially supports it. On September 6, 2013, the Japanese government indicated that the combined revision of social welfare and taxation will occur at the time of the next revision of medical reward points (Appendix 19). 41 In its statement, the government categorized hospital beds in detail, from acute care to chronic recovery care, and indicated the required number of hospital beds for each category for 2015. Furthermore, it clearly described the roles and functions of hospital beds for each category, and aimed to establish a seamless medical care system from admission to discharge and from hospital to home, designating those hospital beds (except for acute care beds) as community-based beds. Moreover, the government stated that medical information exchange between hospitals and local clinics should be promoted, along with the formation of medical teams (in outpatient clinics and in the home care setting), consisting of primary physicians, pharmacists, and nurses, who are connected and working locally.
When the medical reward system was revised in 2014, points were newly added for pharmacists' work in hospital wards, to reduce physicians' heavy tasks and to promote team medicine in hospital wards. Therefore, pharmacists are expected to communicate with patients and to become involved in optimal control of drug therapy as members of the medical team in hospital wards.
Furthermore, in communities, there is a need for pharmacists who can provide services for patients at home, because of increases in the elderly population. On October 23, 2016 , the Japanese goverment released a report "Vision of Pharmacies for Patients", describing 3 functions that pharmacists and pharmacies should have 42 : first, pharmaceutical management based on centralization of drug history information; second, patient care available 24 h/day, including at home; and third, close communication with primary physicians. Taking a long-term perspective, the Japanese government is trying to reform the medical system by working with various medical and welfare services to create a health care system that will be best for Japan in 2025. It is important that pharmacists understand these efforts and actively work with the government to be involved in developing their future role in patient care in the revised Japanese health care system.
